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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
lowa Education Benefits Program: Partial Self-Funded $1,500 / $3,000 Alliance Select PPO

Coverage Period: 07/01/2025-06/30/2026
Coverage for: Single & Family | Plan Type: PSF

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, 1-800-373-1327. For general definitions of
common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view

the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

The employer self-funds a portion
of the deductible under the major
medical plan.

Deductible:

$1,500 person/ $3,000 per family
per calendar year.

Yes. See the primary SBC of the
insured group health plan.

Yes. See the primary SBC of the
insured group health plan.

The employer self-funds a portion
of the out-of-pocket maximum
under the major medical plan.
Out-of-pocket maximum:

$3,750 person/$7,500 family per
calendar year.

Drug Card out-of-pocket limit:
See the primary SBC of the
insured group health plan.

Premiums, balance-billed charges,
and health care this plan doesn’t
cover.

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members on this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
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Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Yes. See the SBC of your primary

group health plan

No.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance

billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. This is a summary of your

44 enhanced benefits after your primary plan processes the claim. Your copayment and coinsurance remains the same as the primary plan unless otherwise

" noted.

What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Common .
Medical Event Services You May Need

Primary care visit to treat an
injury or illness

If you visit a health
care provider’s office
or clinic

If you have a test

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
www.wellmark.com/pres

criptions.

If you have outpatient
surgery

Specialist visit
Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

Tier 1
Tier 2

Tier 3

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

You will pay the least
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.

You will pay the most
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.

See the primary SBC of the insured
group health plan.
See the primary SBC of the insured
group health plan.
See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.
See the primary SBC of the insured
group health plan.
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Common :
Medical Event Services You May Need

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

What You Will Pa

In-Network Provider

You will pay the least
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.

See the primary SBC of the
insured group health plan.

See the primary SBC of the
insured group health plan

See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.

Out-of-Network Provider
You will pay the most
See the primary SBC of the

insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.

See the primary SBC of the
insured group health plan.

See the primary SBC of the
insured group health plan.

See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.
See the primary SBC of the
insured group health plan.

Limitations, Exceptions, & Other

Important Information

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.

See the primary SBC of the insured
group health plan.
See the primary SBC of the insured
group health plan.
See the primary SBC of the insured
group health plan.
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Common SRV i Network P Vy:at You Wci;l I:af Network Provid Limitations, Exceptions, & Other
Medical Event y -NCEWOrK FTovIdEr UEOFINGIWOrK Frovider Important Information
You will pay the least You will pay the most

Children’s eye exam See the primary SBC of the | See the primary SBC of the | See the primary SBC of the insured

insured group health plan. insured group health plan. group health plan.
If your child needs . , See the primary SBC of the | See the primary SBC of the | See the primary SBC of the insured
Children’s glasses . .
dental or eye care insured group health plan. insured group health plan. group health plan.
Children’s dental check-up See the primary SBC of the See the primary SBC of the | See the primary SBC of the insured
insured group health plan. insured group health plan. group health plan.

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
See the primary insured group health plan

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
See the primary insured group health plan

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact; EBS at 1-800-373-1327, lowa Insurance Division at 515-654-6600.

Does this plan provide Minimum Essential Coverage? No. However, this plan combined with your primary insurance plan does provide Minimum Essential
Coverage. Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium
tax credit.

Does this plan meet Minimum Value Standards? No. However, this plan combined with your primary insurance plan does meet Minimum Value Standards.

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al [319-752-3200].]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [319-752-3200].]

[Chinese (1 37): anRFFEF 3CaY ), 1B IR FTX A 515 [319-752-3200] ]
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [319-752-3200].]
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow up

hospital delivery)

M The plan’s overall deductible $1500
B PCP copayment $25

controlled condition)

W The plan’s overall deductible $1500
B Specialist copayment $50

care)

W The plan’s overall deductible $1500
B Specialist copayment $50

B Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
B Other coinsurance 20% B Other coinsurance 20% B Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $1,500 Deductibles $100 Deductibles $700

Copayments $100 Copayments $1,300 Copayments $300

Coinsurance $1,400 Coinsurance $10 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,060 The total Joe would pay is $1,430 The total Mia would pay is $1,200
The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-
person or family deductible to maternity services for the mother and newborn baby.
50f 5
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
lowa Education Benefits Program: Partial Self-funded $1,500 / $3,000 Blue POS

Coverage Period: 07/01/2025-06/30/2026
Coverage for: Single & Family | Plan Type: PSF

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan

would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, 1-800-373-
1327. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms

see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

What is the overall
deductible?

The employer self-funds a portion of
the deductible under the major
medical plan.

Deductible:

$1,500 person/ $3,000 per family
per calendar year.

Important Questions m Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. See the primary SBC of the
insured group health plan.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. See the primary SBC of the
insured group health plan.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

The employer self-funds a portion of
the out-of-pocket maximum under
the major medical plan.

Out-of-pocket maximum:

$3,750 person/ $7,500 family per
calendar year.

Drug Card out-of-pocket limit: See
the primary SBC of the insured
group health plan.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan doesn’t
cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
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Important Questions

Why This Matters:

Will you pay less if you

Yes. See the SBC of your primary

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a

provider for the difference between the provider’s charge and what your plan pays (balance

see a specialist?

ider?

peeictwandpioviderg ey e BT billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do you need a referral to No. You can see the specialist you choose without a referral.

45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Your Designated SIS T N :
Common Medical Event | Services You May Need = Personal Doctor | 'M-Network (IN) | Provider (OON) Limitations, Exceptions, & Other
: Provider (You Provider Important Information
(DPD) (You will . .
will pay more) | (You will pay the
pay the least) most)
. - See the prima See the prima See the prima . .
Primary care visit to treat SBC of tﬁe insrti/re d | SBCof tﬁe insrgre 4 SBC of tﬁe insrgre q See the primary SBC of the insured group
an injury or iliness health plan.
group health plan. group health plan. = group health plan.
- See the primary See the primary See the primary . .
Ifr);?; d\grs’lst :f::z:ILhr f:lai:ﬁc Specialist visit SBC of the insured | SBC of the insured = SBC of the insured ﬁ::Itt: elgqulmary SBC of the insured group
providers group health plan. group health plan. = group health plan. pian.
. . See the primary See the primary See the primary . .
Prevenltlvctel care/screening/ SBC of the insured | SBC of the insured = SBC of the insured ﬁ::Itt: elz;lmary SECEITBITEES gy
immunization group health plan. group health plan. = group health plan. pian.
. . ) See the primary See the primary See the primary
afog(\jvs;ﬁ()t%t (cray, SBC of the insured = SBC of the insured | SBC of the insured
If vou have a test group health plan. group health plan. | group health plan.  See the primary SBC of the insured group
y el (TS e See the primary See the primary See the primary health plan.
ging ’ SBC of the insured | SBC of the insured | SBC of the insured
MRIs)
group health plan. group health plan. | group health plan.
If you need drugs to treat See the primary See the primary See the primary
your illness or condition  Tier 1 SBC of the insured = SBC of the insured | SBC of the insured
More information about group health plan.  group health plan.  group health plan. = See the primary SBC of the insured group
prescription drug See the primary See the primary See the primary health plan.
coverage is available at Tier 2 SBC of the insured | SBC of the insured | SBC of the insured
www.[insert].com group health plan. group health plan. = group health plan.
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What You Will Pay

Your Designated Sl L L N -
Common Medical Event | Services You May Need | Personal Doctor | "-Network (IN) | Provider (OON) HITTEETES, [ STCERE, (5 0 Er
: Provider (You Provider Important Information
(DPD) (You will . '
will pay more) | (You will pay the
pay the least)
most)
See the primary See the primary See the primary
Tier 3 SBC of the insured |~ SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Specialty drugs SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.
" See the primary See the primary See the primary . .
z;%ttﬁ;{ge (seugr]e center) SBC of the insured |~ SBC of the insured | SBC of the insured ﬁ:aeltt: elgrnlmary SBC of the insured group
If you have outpatient fy Surgery group health plan. group health plan. | group health plan. pran.
surgery See the primary See the primary See the primary . .
Physician/surgeon fees SBC of the insured | SBC of the insured = SBC of the insured SE3 1D ETET SEE @S TFetie o
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Emergency room care SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.
: : , See the primary See the primary See the primary . .
If ygp nle et(: m:;nedlate E;irqsr:l::{or:edlcal SBC of the insured | SBC of the insured = SBC of the insured ﬁ::Itt: ellemary SBC of the insured group
o L R Lzl Hansportation group health plan. group health plan. | group health plan. pran.
See the primary See the primary See the primary
Urgent care SBC of the insured = SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
. . See the primary See the primary See the primary . .
[r:oaocrlnh;y B3 (08, o] SBC of the insured | SBC of the insured = SBC of the insured ﬁ::nt: elz::mary SBE et e gy
If you have a hospital group health plan. group health plan. | group health plan. pian.
stay See the primary See the primary See the primary . .
Physician/surgeon fees SBC of the insured = SBC of the insured | SBC of the insured See the primary SBC of the insured group
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
If you need mental Outpatient services SBC of the insured | SBC of the insured = SBC of the insured
. roup health plan. roup health plan. roup health plan.
health, behavioral group . i =i . & o . i See the primary SBC of the insured group
health, or substance See the primary See the primary | See the primary ooy oo
b S Inbatient servi SBC of the insured | SBC of the insured | SBC of the insured
abuse services patient services group health plan. group health plan. | group health plan.
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What You Will Pay

Your Designated G AT ] :
Common Medical Event | Services You May Need = Personal Doctor | 'M-Network (IN) | Provider (OON) Limitations, Exceptions, & Other
: Provider (You Provider Important Information
(DPD) (You will . '
will pay more) | (You will pay the
pay the least) most)
See the primary See the primary See the primary
Office visits SBC of the insured | SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
- : See the primary See the primary See the primary . .
If you are pregnant Chlldblr.th/dehver)./ SBC of the insured = SBC of the insured | SBC of the insured See the primary SBC of the insured group
professional services health plan.
group health plan. group health plan. | group health plan.
- . . See the primary See the primary See the primary
Ch||db|nh/dellvew 22l SBC of the insured | SBC of the insured = SBC of the insured
services
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary . .
Home health care SBC of the insured | SBC of the insured = SBC of the insured S0 1 FATAE S0 Efitie Meimed gy
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Rehabilitation services SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.  See the primary SBC of the insured group
See the primary See the primary See the primary health plan.
If you need help Habilitation services SBC of the insured | SBC of the insured | SBC of the insured
recovering or have group health plan. group health plan. | group health plan.
other special health See the primary See the primary See the primary , .
needs Skilled nursing care SBC of theinsured ~ SBC of the insured | SBC of the insured | ¢ the primary SBC of the insured group
health plan.
group health plan. group health plan. | group health plan.
. See the primary See the primary See the primary . .
—eDuL;?br::eemedlcal SBC of the insured | SBC of the insured = SBC of the insured ﬁszltt: elgrnlmary SBC of the insured group
il £k group health plan. group health plan. | group health plan. pian.
See the primary See the primary See the primary . .
Hospice services SBC of the insured |~ SBC of the insured | SBC of the insured SE 1D ETET S @flie Tretme o
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary , .
Children's eye exam SBC of the insured | SBC of the insured | SBC of the insured ﬁ:aeltt;‘;z:mary SBC of the insured group
roup health plan. roup health plan. roup health plan. '
If your child needs e : o : o :
dental or eye care G See the primary See the primary See the primary . .
ikl Elesess SBC of the insured | SBC of the insured = SBC of the insured SEB (e TR S0 ol 19 MEITEd gy
health plan.
group health plan. group health plan. | group health plan.

10

Page 4 of 6


https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services

What You Will Pay

LD izt In-Network (IN gut-gtfj-Net(;ngk Limitations, Exceptions, & Other
Common Medical Event | Services You May Need | Personal Doctor | m-Network (IN) | Provider (OON) ’ ,

(DPD) (You will Provider (You Provider Important Information
will pay more) | (You will pay the
most)

pay the least)

See the primary See the primary See the primary . .
Children’s dental check-up | SBC of the insured = SBC of the insured = SBC of the insured See the primary SBC of the insured group

group health plan. group health plan. = group health plan. health plan.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
o See the primary insured group health plan

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o See the primary insured group health plan

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: EBS at 1-800-373-1327 or the lowa Insurance Division at 515-654-6600.

Does this plan provide Minimum Essential Coverage? No. However, this plan combined with your primary insurance plan does provide Minimum Essential
Coverage. Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium
tax credit.

Does this plan meet the Minimum Value Standards? No. However, this plan combined with your primary insurance plan does meet Minimum Value Standards.

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al [insert telephone number].]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [insert telephone number].]
[Chinese (P X): INRFEERXHIEERN, HILTTIXA 5 1 [insert telephone number].]
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [insert telephone number].]

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

“..', ») "

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

M The plan’s overall deductible $1500
B PCP copayment $20
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $1500
B Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $1500
B Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,500
Copayments $10
Coinsurance $1,400

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,970

Total Example Cost \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles* $100 Deductibles* $700
Copayments $1,200 Copayments $300
Coinsurance $10 Coinsurance $200
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,330 The total Mia would pay is $1,200

Claim examples calculate benefits as if services are provided by your Designated personal doctor. The amounts shown in the maternity claim above are based on amounts using a

12

single per person deductible. Some plans may actually apply a two-person or family deductible to maternity services for the mother and newborn baby.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
lowa Education Benefits Program: Partial Self-funded $1,750 / $3,500 Blue POS

Coverage Period: 07/01/2025-06/30/2026
Coverage for: Single & Family | Plan Type: PSF

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan

would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, 1-800-373-
1327. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms

see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

What is the overall
deductible?

The employer self-funds a portion of
the deductible under the major
medical plan.

Deductible:

$1,750 person/ $3,500 per family
per calendar year.

Important Questions m Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. See the primary SBC of the
insured group health plan.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. See the primary SBC of the
insured group health plan.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

The employer self-funds a portion of
the out-of-pocket maximum under
the major medical plan.

Out-of-pocket maximum:

$3,500 person/ $7,000 family per
calendar year.

Drug Card out-of-pocket limit: See
the primary SBC of the insured
group health plan.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan doesn’t
cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
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Important Questions

Why This Matters:

Will you pay less if you

Yes. See the SBC of your primary

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a

provider for the difference between the provider’s charge and what your plan pays (balance

see a specialist?

ider?

peeictwandpioviderg ey e BT billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do you need a referral to No. You can see the specialist you choose without a referral.

45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Your Designated SIS T N :
Common Medical Event | Services You May Need = Personal Doctor | 'M-Network (IN) | Provider (OON) Limitations, Exceptions, & Other
: Provider (You Provider Important Information
(DPD) (You will . .
will pay more) | (You will pay the
pay the least) most)
. - See the prima See the prima See the prima . .
Primary care visit to treat SBC of tﬁe insrti/re d | SBCof tﬁe insrgre 4 SBC of tﬁe insrgre q See the primary SBC of the insured group
an injury or iliness health plan.
group health plan. group health plan. = group health plan.
- See the primary See the primary See the primary . .
Ifr);?; d\grs’lst :f::z:ILhr f:lai:ﬁc Specialist visit SBC of the insured | SBC of the insured = SBC of the insured ﬁ::Itt: elgqulmary SBC of the insured group
providers group health plan. group health plan. = group health plan. pian.
. . See the primary See the primary See the primary . .
Prevenltlvctel care/screening/ SBC of the insured | SBC of the insured = SBC of the insured ﬁ::Itt: elz;lmary SECEITBITEES gy
immunization group health plan. group health plan. = group health plan. pian.
. . ) See the primary See the primary See the primary
afog(\jvs;ﬁ()t%t (cray, SBC of the insured = SBC of the insured | SBC of the insured
If vou have a test group health plan. group health plan. | group health plan.  See the primary SBC of the insured group
y el (TS e See the primary See the primary See the primary health plan.
ging ’ SBC of the insured | SBC of the insured | SBC of the insured
MRIs)
group health plan. group health plan. | group health plan.
If you need drugs to treat See the primary See the primary See the primary
your illness or condition  Tier 1 SBC of the insured = SBC of the insured | SBC of the insured
More information about group health plan.  group health plan.  group health plan. = See the primary SBC of the insured group
prescription drug See the primary See the primary See the primary health plan.
coverage is available at Tier 2 SBC of the insured | SBC of the insured | SBC of the insured
www.[insert].com group health plan. group health plan. = group health plan.
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What You Will Pay

Your Designated Sl L L N -
Common Medical Event | Services You May Need | Personal Doctor | "-Network (IN) | Provider (OON) HITTEETES, [ STCERE, (5 0 Er
: Provider (You Provider Important Information
(DPD) (You will . '
will pay more) | (You will pay the
pay the least)
most)
See the primary See the primary See the primary
Tier 3 SBC of the insured |~ SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Specialty drugs SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.
" See the primary See the primary See the primary . .
z;%ttﬁ;{ge (seugr]e center) SBC of the insured |~ SBC of the insured | SBC of the insured ﬁ:aeltt: elgrnlmary SBC of the insured group
If you have outpatient fy Surgery group health plan. group health plan. | group health plan. pran.
surgery See the primary See the primary See the primary . .
Physician/surgeon fees SBC of the insured | SBC of the insured = SBC of the insured SE3 1D ETET SEE @S TFetie o
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Emergency room care SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.
: : , See the primary See the primary See the primary . .
If ygp nle et(: m:;nedlate E;irqsr:l::{or:edlcal SBC of the insured | SBC of the insured = SBC of the insured ﬁ::Itt: ellemary SBC of the insured group
o L R Lzl Hansportation group health plan. group health plan. | group health plan. pran.
See the primary See the primary See the primary
Urgent care SBC of the insured = SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
. . See the primary See the primary See the primary . .
[r:oaocrlnh;y B3 (08 1ol SBC of the insured | SBC of the insured = SBC of the insured ﬁ::nt: elz::mary SBE et e gy
If you have a hospital group health plan. group health plan. | group health plan. pian.
stay See the primary See the primary See the primary . .
Physician/surgeon fees SBC of the insured = SBC of the insured | SBC of the insured See the primary SBC of the insured group
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
If you need mental Outpatient services SBC of the insured | SBC of the insured = SBC of the insured
. roup health plan. roup health plan. roup health plan.
health, behavioral cCtl ) i =i . & o . i See the primary SBC of the insured group
health, or substance See the primary See the primary | See the primary ooy oo
b S Inbatient servi SBC of the insured | SBC of the insured | SBC of the insured
abuse services patient services group health plan. group health plan. | group health plan.
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What You Will Pay

Your Designated G AT ] :
Common Medical Event | Services You May Need = Personal Doctor | 'M-Network (IN) | Provider (OON) Limitations, Exceptions, & Other
: Provider (You Provider Important Information
(DPD) (You will . '
will pay more) | (You will pay the
pay the least) most)
See the primary See the primary See the primary
Office visits SBC of the insured | SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
- : See the primary See the primary See the primary . .
If you are pregnant Chlldblr.th/dehver)./ SBC of the insured = SBC of the insured | SBC of the insured See the primary SBC of the insured group
professional services health plan.
group health plan. group health plan. | group health plan.
- . . See the primary See the primary See the primary
Ch||db|nh/dellvew 22l SBC of the insured | SBC of the insured = SBC of the insured
services
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary . .
Home health care SBC of the insured | SBC of the insured = SBC of the insured S0 1 FATAE S0 Efitie Meimed gy
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Rehabilitation services SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.  See the primary SBC of the insured group
See the primary See the primary See the primary health plan.
If you need help Habilitation services SBC of the insured | SBC of the insured | SBC of the insured
recovering or have group health plan. group health plan. | group health plan.
other special health See the primary See the primary See the primary , .
needs Skilled nursing care SBC of theinsured ~ SBC of the insured | SBC of the insured | ¢ the primary SBC of the insured group
health plan.
group health plan. group health plan. | group health plan.
. See the primary See the primary See the primary . .
—eDuL;?br::eemedlcal SBC of the insured | SBC of the insured = SBC of the insured ﬁszltt: elgrnlmary SBC of the insured group
il £k group health plan. group health plan. | group health plan. pian.
See the primary See the primary See the primary . .
Hospice services SBC of the insured |~ SBC of the insured | SBC of the insured SE 1D ETET S @flie Tretme o
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary , .
Children's eye exam SBC of the insured | SBC of the insured | SBC of the insured ﬁ:aeltt;‘;z:mary SBC of the insured group
roup health plan. roup health plan. roup health plan. '
If your child needs e : o : o :
dental or eye care G See the primary See the primary See the primary . .
ikl Elesess SBC of the insured | SBC of the insured = SBC of the insured SEB (e TR S0 ol 19 MEITEd gy
health plan.
group health plan. group health plan. | group health plan.
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What You Will Pay

LD izt In-Network (IN gut-gtfj-Net(;ngk Limitations, Exceptions, & Other
Common Medical Event | Services You May Need | Personal Doctor | m-Network (IN) | Provider (OON) ’ ,

(DPD) (You will Provider (You Provider Important Information
will pay more) | (You will pay the
most)

pay the least)

See the primary See the primary See the primary . .
Children’s dental check-up | SBC of the insured = SBC of the insured = SBC of the insured See the primary SBC of the insured group

group health plan. group health plan. = group health plan. health plan.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
o See the primary insured group health plan

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o See the primary insured group health plan

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: EBS at 1-800-373-1327 or the lowa Insurance Division at 515-654-6600.

Does this plan provide Minimum Essential Coverage? No. However, this plan combined with your primary insurance plan does provide Minimum Essential
Coverage. Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium
tax credit.

Does this plan meet the Minimum Value Standards? No. However, this plan combined with your primary insurance plan does meet Minimum Value Standards.

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al [insert telephone number].]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [insert telephone number].]
[Chinese (P X): INRFEERXHIEERN, HILTTIXA 5 1 [insert telephone number].]
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [insert telephone number].]

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

“..', ») "

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

M The plan’s overall deductible $1750
B PCP copayment $20
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $1750
B Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $1750
B Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,750
Copayments $10
Coinsurance $1,350

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,170

Total Example Cost \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles* $100 Deductibles* $700
Copayments $1,200 Copayments $300
Coinsurance $10 Coinsurance $200
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,330 The total Mia would pay is $1,200

Claim examples calculate benefits as if services are provided by your Designated personal doctor. The amounts shown in the maternity claim above are based on amounts using a

18

single per person deductible. Some plans may actually apply a two-person or family deductible to maternity services for the mother and newborn baby.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
lowa Education Benefits Program: Partial Self-funded $3,500/ $7,000 QHDHP Blue POS

Coverage Period: 07/01/2025-06/30/2026
Coverage for: Single & Family | Plan Type: PSF

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan

would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, 1-800-373-
1327. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms

see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

What is the overall
deductible?

The employer self-funds a portion of
the deductible under the major
medical plan.

Deductible:

$3,500 person/ $7,000 per family
per calendar year.

Important Questions m Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. See the primary SBC of the
insured group health plan.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No. There are no other
deductibles.

You do not have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

The employer self-funds a portion of
the out-of-pocket maximum under
the major medical plan.

Out-of-pocket maximum:

$3,500 person/$7,000 family per
calendar year.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billed charges,
and health care this plan doesn’t
cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See the SBC of your primary
group health plan.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’'s charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some

services (such as lab work). Check with your provider before you get services.
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Important Questions

Why This Matters:

Do you need a referral to

see a specialist?

No.

You can see the specialist you choose without a referral.

4A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

Your Designated
(PCP) (You will
pay the least)

In-Network (IN)
Provider (You
will pay more)

What You Will Pay

Out-of-Network
Provider (OON)
Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

most)

. - See the primary See the primary See the primary . .
::"m:y C:rrmssltsto A SBC of the insured | SBC of the insured = SBC of the insured E::Itt: elzlr':mary SEGE ITAMETES gy
jury group health plan. group health plan. | group health plan. pran.
. See the primary See the primary See the primary . .
Ifr);?,? d\tlelrs’: :fziglzhr f:zlii;eic Specialist visit SBC of the insured |~ SBC of the insured | SBC of the insured ﬁ:aeltt: elgqulmary SBC of the insured group
providers group health plan. group health plan. | group health plan. pian.
. . See the primary See the primary See the primary . .
Preveqtlv? care/screening/ SBC of the insured | SBC of the insured = SBC of the insured E::Itt: elgqulmary SEGE M gy
immunization group health plan. group health plan. = group health plan. pian.
. . ) See the primary See the primary See the primary
afog(\jvs:ﬁ()t%t (x-ray, SBC of the insured | SBC of the insured = SBC of the insured
PG A e group health plan. group health plan. | group health plan.  See the primary SBC of the insured group
y Imaging (CTIPET scans See the primary See the primary See the primary health plan.
MRIgs ) 9 : SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Tier 1 SBC of the insured |~ SBC of the insured | SBC of the insured
If yoqlreed drugs tg_:_reat group health plan.  group health plan.  group health plan.
Kﬂzl:tralin?c;:nsa?icr): Zgo:ltlon SO D] L2 B EITE; L2 D EITET) See the primary SBC of the insured group
rescription dr Tier 2 SBC of the insured | SBC of the insured | SBC of the insured health olan
prescription drug :
co?/seie; elci; avaLiIIabIe at group health plan. group health plan. | group health plan. P
www.[inEsert].com See the primary See the primary See the primary
Tier 3 SBC of the insured | SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
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What You Will Pay

Out-of-Network - _
Common Medical Event | Services You May Need | Your Designated | In-Network (IN) | Provider (OON) HITTEETES, [ STCERE, (5 0 Er
(PCP) (Youwill | Provider (You Provider Important Information
pay the least) will pay more) | (You will pay the
most)
See the primary See the primary See the primary
Specialty drugs SBC of the insured | SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
" See the primary See the primary See the primary . .
Ere;]%t?;tfse (seusr]e center) SBC of the insured | SBC of the insured = SBC of the insured ﬁg:Itt: elggmary SBC of the insured group
If you have outpatient fy surgery group health plan. group health plan. | group health plan. pian.
surgery See the primary See the primary See the primary . .
Physician/surgeon fees SBC of the insured | SBC of the insured | SBC of the insured ﬁ:aeltt: elgqulmary SEGE ITAMETES gy
group health plan. group health plan. | group health plan. pran.
See the primary See the primary See the primary
Emergency room care SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan.
: : . See the primary See the primary See the primary . .
I ygy nle et(: m:rnedlate Eg‘irqgrrtl:zor:edlcal SBC of the insured | SBC of the insured = SBC of the insured ﬁg:ltt: elgamary SBC of the insured group
Mmedical attention Hansporation group health plan. group health plan. = group health plan. pian.
See the primary See the primary See the primary
Urgent care SBC of the insured |~ SBC of the insured | SBC of the insured
group health plan. group health plan. | group health plan.
. . See the primary See the primary See the primary . .
rFoaocélwl;y (e Pl SBC of the insured |~ SBC of the insured = SBC of the insured ﬁ::Itt: elgrnlmary SEC @i lEE gy
If you have a hospital group health plan. group health plan. | group health plan. pran.
stay See the primary See the primary See the primary . .
Physician/surgeon fees SBC of the insured |~ SBC of the insured | SBC of the insured ﬁszltt: elgrnlmary SBC of the insured group
group health plan. group health plan. | group health plan. pian.
See the primary See the primary See the primary
Outpatient services SBC of the insured |~ SBC of the insured | SBC of the insured
It youinced m.ental group health plan. group health plan. | group health plan. ) )
health, behavioral . . . See the primary SBC of the insured group
el G i e See the primary See the primary See the primary health plan.
b S Inbatient services SBC of the insured | SBC of the insured | SBC of the insured
abuse services P group health plan. group health plan group health plan.
See the primary See the primary See the primary : .
If you are pregnant Office visits SBC of the insured ~ SBC of the insured = SBC of the insured E::ltt:elggmary SBC of the insured group
group health plan. group health plan. | group health plan. pian.
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What You Will Pay

Out-of-Network - _
Common Medical Event | Services You May Need | Your Designated | In-Network (IN) | Provider (OON) HITTEETES, [ STCERE, (5 0 Er
(PCP) (You will | Provider (You Provider Important Information
pay the least) will pay more) | (You will pay the
most)
- . See the primary See the primary See the primary
Chlldblrlth/dellver)./ SBC of the insured |~ SBC of the insured | SBC of the insured
professional services
group health plan. group health plan. | group health plan.
- . . See the primary See the primary See the primary
Childbirthidelivery facility | op'otih insured | SBC of the insured | SBC of the insured
services
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary . .
Home health care SBC of the insured |~ SBC of the insured | SBC of the insured 39 10 FaliEy G2 St I gy
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary
Rehabilitation services SBC of the insured | SBC of the insured = SBC of the insured
group health plan. group health plan. | group health plan. | See the primary SBC of the insured group
See the primary See the primary See the primary health plan.
If you need help Habilitation services SBC of the insured |~ SBC of the insured = SBC of the insured
recovering or have group health plan. group health plan. | group health plan.
other special health See the primary See the primary See the primary . .
needs Skilled nursing care SBC of the insured | SBC of the insured = SBC of the insured S0 1 Falm S0 aitie Meired gy
health plan.
group health plan. group health plan. | group health plan.
. See the primary See the primary See the primary . .
W SBC of the insured = SBC of the insured | SBC of the insured ﬁ::Itt: ellemary SBC of the insured group
S group health plan. group health plan. | group health plan. pran.
See the primary See the primary See the primary . .
Hospice services SBC of the insured |~ SBC of the insured = SBC of the insured SR U6 T S0 ol 19 MEITEe gy
health plan.
group health plan. group health plan. | group health plan.
See the primary See the primary See the primary . .
Children’s eye exam SBC of the insured | SBC of the insured = SBC of the insured See the primary SBC of the insured group
health plan.
group health plan. group health plan. | group health plan.
If your child needs Children’s glasses See the primary See the primary See the primary See the primary SBC of the insured group
dental SBC of the insured | SBC of the insured = SBC of the insured health plan
ental or eye care group health plan. group health plan. = group health plan. pian.
See the primary See the primary See the primary , .
Children’s dental check-up | SBC of the insured = SBC of the insured = SBC of the insured See the primary SBC of the insured group
health plan.
group health plan. group health plan. | group health plan.
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
o See the primary insured group health plan

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o See the primary insured group health plan

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: EBS at 1-800-373-1327 or the lowa Insurance Division at 515-654-6600.

Does this plan provide Minimum Essential Coverage? No. However, this plan combined with your primary insurance plan does provide Minimum Essential
Coverage. Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium
tax credit.

Does this plan meet the Minimum Value Standards? No. However, this plan combined with your primary insurance plan does meet Minimum Value Standards.

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al [insert telephone number].]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [insert telephone number].]
[Chinese (1 X): INRFEHXHER), 1HIRTTIXA 5 i[insert telephone number]]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [insert telephone number].]

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.

Page 5 of 6
23



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
http://www.cciio.cms.gov/
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

About these Coverage Examples:

& B
u
i

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $3,500
B PCP coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $3,500
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $3,500
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $3,500
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,560

Total Example Cost ‘ $5,600 Total Example Cost ‘ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles* $1,200 Deductibles* $2,800
Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,220 The total Mia would pay is $2,800

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two person or
family deductible to matemnity services for the mother and newborn baby.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Wellmark.

Coverage Period: 07/01/2025 - 06/30/2026
Coverage for: Single & Family | Plan Type: PPO

lowa Education Benefits Program Plan A PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

\ Important Questions

H Answers

H Why this Matters:

What is the overall
deductible?

$4,000 person/$8,000 family per
calendar year.

Generally, you must pay all the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family
member must meet their own individual deductible until the total amount of deductible
expenses paid by all family members meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Well-child care, in-network
independent labs, in-network preventive
care, in-network prosthetic limbs, in-
network outpatient/ambulance/DME/
home health services for mental health/
substance abuse and services subject
to copayments are covered before you
meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at www.healthcare.gov/coverage/preventive-
care-benefits/.

for specific services?

Are there other deductibles

Yes. $100 person/$200 family per
calendar year for drug card, which does
not apply to Tier 1 Rx. There are no
other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

Health: $7,000 person/$14,000 family
per calendar year. Drug Card: $7,000
person/$14,000 family per calendar
year. The In-Network health and drug
card out-of-pocket maximum amounts
accumulate together.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Premiums, balance-billed charges, and
health care this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

02/25/2025,07/01/2025;PL001644;RL003878;386739-11;63917-169;00017655;N;NGF
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Important Questions Answers Why this Matters:

Will you pay less if you use | Yes. See www.wellmark.com or call 1- | This plan uses a provider network. You will pay less if you use a provider in the plan’s
a network provider? 800-524-9242 for a list of network network. You will pay the most if you use an out-of-network provider, and you might
providers. receive a bill from a provider for the difference between the provider's charge and what

your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to see | No. You can see the specialist you choose without a referral.
a specialist?

a All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay | What You Will Pay
Common In-Network (IN) Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Services You May Need Provider (OON) Provider Information
(You will pay the (You will pay the
least) most)

Primary Care Provider (PCP) types can be found in the

Primary care visit to treatan | $25 copay per date What You Pay section of your plan document. $10 copay

40% coinsurance

injury or illness of service per date of service applies to Doctor on Demand
contracted telehealth services.
- Applies to Non-PCP providers. $25 copay per date of
Ea‘ﬁ:u ‘r’c':}itdngalth Specialist visit g?ge%%y per date 40% coinsurance service for in-network chiropractic services. Hearing
offi cm exams are covered according to ACA guidelines.

One preventive exam and one mammogram per calendar

year. Well-child care is covered to age 7. You may have to
No charge 40% coinsurance pay for services that aren't preventive. Ask your provider if
the services needed are preventive. Then check what your

plan will pay for.

Preventive care/screening/
immunization

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

What You Will Pay | What You Will Pay

In-Network (IN)
Provider

(You will pay the

Out-of-Network
(OON) Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you have a test

Diagnostic test (x-ray, blood
work)

CER)

20% coinsurance

most)

40% coinsurance

For a test in a provider's office or clinic, your cost is
included in the cost-share listed above. Waive cost-share
on in-network independent lab services for mental health/
substance abuse. Copay applies to services received from
both facility and physician combined.

For a test in a provider's office or clinic, your cost is

Imaging (CT/PET scans, : : included in the cost-share listed above. Copay applies to
MRIs) 20% coinsurance 40% goinsurance services received from both facility and physician
combined.
Tier 1 $15 copay per $15 copay per Refer to your Blue Rx Value Plus Drug List to determine
prescription prescription the tier that applies to a covered drug.
. $30 copay per $30 copay per For out-of-network prescription drugs, you may be balance
Tier 2 prescription prescription billed.
If you need drugs to | Tier 3 $50 copay per $50 copay per 1 copay for 30-day supply.
treat your illness or prescription prescription 2 copays for 90-day supply (mail order).
condition
Specialty drugs are covered only when obtained through
More information the CVS Specialty Pharmacy Program.
about prescription
drug coverage is at Specialty drugs on the PrudentRx drug list (found at
www.wellmark.com/ . $85 copay per Wellmark.com) will have 30% coinsurance. If you enroll
prescriptions. Specialty drugs prescription Not covered with PrudentRx, you will have $0 member cost-share for

drugs on the PrudentRx drug list.

See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
by Wellmark to be covered by your plan.

If you have
outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

20% coinsurance

40% coinsurance

Copay applies to services received from both facility and
physician combined.

Physician/surgeon fees

20% coinsurance

40% coinsurance

Copay applies to services received from both facility and
physician combined.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

What You Will Pay | What You Will Pay

Out-of-Network
(OON) Provider
(You will pay the

In-Network (IN)
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Emergency room care

least)

20% coinsurance

most)

20% coinsurance

For emergency medical conditions treated out-of-network,
it is likely you may not be balance billed pursuant to the
federal rules developed for implementation of the No
Surprises Act.

If you need :

. . . Emergency medical
immediate medical ;
o transportation

20% coinsurance

20% coinsurance

Waive cost-share on in-network ambulance services for
mental health/substance abuse. For covered non-
emergent situations, out-of-network ground ambulance
services are NOT reimbursed at the in-network level. You
may be balance billed for any out-of-network service as
established under the rules developed for implementation
of the No Surprises Act.

$25 copay per date
Urgent care g;gegx';; ggnfé();'“ty 40% coinsurance | - None------
combined
.. . | Facility fee (e.g., hospital D D
If you have a hospital room) 20% coinsurance 40% coinsurance | - None------
t ; ,
sty Physician/surgeon fees 20% coinsurance 40% coinsurance | - None------
Office: $25 copay per
If you need mental Outpatient services date of service 40% coinsurance | - None------
health, behavioral Facility: No charge
health, or s_ubstance
abuse services Inpatient services 20% coinsurance 40% coinsurance | - None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at

shcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

In-Network (IN)
Provider
(You will pay the

What You Will Pay | What You Will Pay

Out-of-Network
(OON) Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you are pregnant

Office visits

least)

20% coinsurance

most)

40% coinsurance

Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). Cost sharing does
not apply for preventive services. For any in-network
services that fall outside of routine obstetric care, the
office visit benefits shown above may apply.

Childbirth/delivery professional
services

20% coinsurance

40% coinsurance

Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

40% coinsurance

Waive cost-share on in-network home health services for
mental health/substance abuse.

Rehabilitation services

Office: $25 PCP/$50
Non-PCP copay per
date of service
Facility: 20%
coinsurance

40% coinsurance

$25 copay per date of service applies to in-network
Physical and Occupational Therapists and Speech
Language Pathologists.

Habilitation services

Office: $25 PCP/$50
Non-PCP copay per
date of service
Facility: 20%
coinsurance

40% coinsurance

$25 copay per date of service applies to in-network
Physical and Occupational Therapists and Speech
Language Pathologists.

Skilled nursing care

20% coinsurance

40% coinsurance

Durable medical equipment

20% coinsurance

40% coinsurance

Waive cost-share on in-network services for mental
health/substance abuse.

Hospice services

20% coinsurance

40% coinsurance

Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.

If your child needs
dental or eye care

Children’s eye exam Not covered Notcovered |- None------
Children’s glasses Not covered Not covered |- None------
Children’s dental check-up Not covered Notcovered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

* Acupuncture * Glasses

* Cosmetic surgery * Hearing aids

* Custodial care - in home or facility * Long-term care

* Dental care - Adult * Routine eye care - Adult

* Dental check-up * Routine foot care

* Extended home skilled nursing * Some pharmacy drugs are not covered
* Eye exam * Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

* Applied Behavior Analysis therapy short term intermittent home skilled nursing
* Bariatric surgery

* Chiropractic care

* Infertility treatment ($15,000 LTM)

* Most coverage provided outside the U.S.

* Private-duty nursing -

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242 or the lowa Insurance Division at 515-654-6600.

Does this plan provide_ Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

Wellmark Blue Cross and Blue Shield of Iowa is an independent licensee of the Blue Cross and Blue Shield Association.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital

delivery)
m The plan's overall deductible $4,000
m PCP copayment $25
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's type 2 Diabetes
(a years of routine in-network care of a well-
controlled condition)

m The plan's overall deductible $4,000
m Specialist copayment $50
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

(in-network emergency room visit and follow up care)

m The plan's overall deductible $4,000
m Specialist copayment $50
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $4,000  Deductibles $100 Deductibles $700
Copayments $100  Copayments $1,300  Copayments $300
Coinsurance $1,400  Coinsurance $10  Coinsurance $200
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0
The total Peg would pay is $5,560 | | The total Joe would pay is $1,430 | | The total Mia would pay is $1,200

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Wellmark.

Wellmark Language Assistance

Discrimination is against the law

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. Wellmark does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

Wellmark

» Provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

» Provides free language assistance services to people
whose primary language is not English, which may include:

- Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 800-524-9242.

If you believe that Wellmark has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand Avenue, Station 3E417, Des Moines, IA
50309-2901, 515-376-6500, TTY 888-781-4262, Fax 515-376-9055, Email CRC@Wellmark.com. You can file a grievance in person or by

mail, fax, or email. If you need help filing a grievance, the Wellmark Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,

available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/lindex.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o0 al (TTY: 888-781-4262).

AR MREHEBEE, RONTEENERMESHIRS. HERT
800-524-9242 =, (WTREE 4 : 888-781-4262),

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro ngdn ngi» mién phi cé
sé&n cho quy vi. Xin hay lién hé 800-524-9242 hoac (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostec¢ena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfiigung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
8 Joai) Aol ey salll sacbusall chlodd ol 55 Liild Ay jall Aalll Caaas i€ 1Y) cagis
(YIYEIAVAAA - aill Canlgdl daad) 5 YEYA_EYO_u WA

So000c89%al%, wI29990 H9t19ND: WoNBITHTNIVOLIVEoLFo VWD
Yovdiaoer § 800-524-9242 Gadis. (TTY: 888-781-4262.)

Fol. #0] B ALSSHAIE P, 2.2 210f X2 AUIAE Ol
% Ql&LICH 800-524-92428 FE= (TTY: 888-781-4262)#C 2 Q42t5]
FAAL.

ST T © 3T AT AT fBeal 2, a7 3aeh forw oy Jgrar 44, e
IqTedr 81 800-524-9242 9% HY F3 AT (TTY: 888-781-4262)!

ATTENTION: Si vous parlez francais, des services d’assistance
dans votre langue sont a votre disposition gratuitement. Appelez le
800 524 9242 (ou la ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: vnaaiya g 15fu3nsmomdanunmamiuautag bide
Al finna 800-524-9242 wia (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

0)%?:39’5&'9—§@S(‘7’)0%1(‘0@8(‘/%8.(73]803?e'L0110}8(’9:03?eICY)@?).C\)'\CD:D?)C\)TSUR:CQ).Z%SC\)T§8ﬁc€1.ab:(r$]:a?
ooo—3Jg—@J9Jgsoog?(TTYZoom—qoo—gﬁj)mc@ﬁ_

BHUMAHWE! Ecnu Baw poaHON A3bIK pyCCKMIA, BaM MOTYT 6bITb
npegocTaBneHbl 6ecnnatHble nepesBogyeckue ycnyru. Obpalanitecb
800-524-9242 (tenetann: 888-781-4262).

ATALT: TR TUTE AITAT Frodges WA, TATEHT ATHN 7:9[7F FTHT qT9T TETFAT
FATEE ITAH TTE | 800-524-9242 AT (TTY: 888-781-4262) AT 7¥TH
T |

09AAN.S> h9CTF 02974 NP1 8k A7H h7A7NF7F NN&S 191 378 v
1 800-524-9242 wQgP (NTTY: 888-781-4262) S.00-\~ §§) 7L

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin
(TTY: 888-781-4262) quunnamaa.

YBATA! Akwio BM po3MOBRsieTe YKpaiHCbKOO MOBOIO, ANS BaC AOCTYMHI
6e3KOLUTOBHI NOCNyr1n MOBHOI NiATPUMKK. 3aTenedoHynTe 3a HOMEPOM
800-524-9242 abo (tenetaiin: 888-781-4262).

Ge": Diné k’ehji yanitti‘go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahold. Kojj’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Welimark.

Health Plan of lowa

Coverage Period: 07/01/2025 - 06/30/2026
Coverage for: Single & Family | Plan Type: POS

lowa Education Benefits Program Plan B POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

\ Important Questions

H Answers

H Why this Matters:

What is the overall
deductible?

In-Network (IN) Provider: $4,000

person/$8,000 family per calendar year.

Generally, you must pay all the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family
member must meet their own individual deductible until the total amount of deductible
expenses paid by all family members meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Well-child care, preventive care, in-
network prosthetic limbs, in-network
ambulance/DME/home health/outpatient
services for mental health/substance
abuse and services subject to
copayments are covered before you
meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at www.healthcare.gov/coverage/preventive-
care-benefits/.

for specific services?

Are there other deductibles

Yes. $100 person/$200 family per
calendar year for drug card, which does
not apply to Tier 1 Rx. There are no
other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

In-Network (IN) Provider: $7,000
person/$14,000 family per calendar
year. Drug Card: $7,000 person/
$14,000 family per calendar year. The
In-Network health and drug card out-of-
pocket maximum amounts accumulate
together.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Premiums, balance-billed charges, and
health care this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
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Important Questions Answers Why this Matters:
Will you pay less if you use | Yes. See www.wellmark.com or call 1- | This plan uses a provider network. You will pay less if you use a provider in the plan’s

a network provider? 800-524-9242 for a list of network network. You will pay the most if you use an out-of-network provider, and you might
providers. receive a bill from a provider for the difference between the provider's charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to see | No. You can see the specialist you choose without a referral.
a specialist?

a All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will | \hat You will | What You Wil
> Pay Pay
Common Services You May | YourDesignated | -\ (IN) | Out-of-Network Limitations, Exceptions, & Other Important

Pay

Medical Event Need Personal Doctor Provider (OON) Provider Information

(DPD) (You will '
) pay (You will pay the
(You will pay the more) most)

[ER)
For this_plan you must select a Designated Primary
Primary care visitto | $20 Designated $25 PCP/$50 Non- Care Provider (PCP). PCP provider types can be
treat an injury or PCP copay per PCP copay per 40% coinsurance | found in the What You Pay section of your plan
illness date of service date of service. document. $10 copay per date of service applies to
Doctor on Demand contracted telehealth services.
If you visit a ; Applies to Non-PCP providers. $25 copay per date
health e 50 copay per date . of service for in-network chiropractic services.
care provider’s Specialist visit NIA of service 40% coinsurance Hearing exams are covered according to ACA
office or clinic guidelines.
One preventive exam and one mammogram per
Preventive care/ calendar year. Well-child care is covered to age 7.
screening/ No charge No charge 40% coinsurance | You may have to pay for services that aren't prev.
immunization Ask your provider if the services needed are
preventive. Then check what your plan will pay for.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will
Pay

Your Designated
Personal Doctor
(DPD)

(You will pay the
CER)

What You Wil What You Wil
Pay Pay
In-Network (IN) Out-of-Network

Provider (OON) Provider
(You will pay (You will pay the
more) most)

Limitations, Exceptions, & Other Important
Information

Common Services You May

Need

Medical Event

Independent Labs:

For a test in a provider's office or clinic, your cost is

fees

. . $50 copay per date : . . .
Diagnostic test (x-ray, ; : included in the cost-share listed above. Waive cost-
blood work) N/A g;zﬁirtw'c 2600/ 40% coinsurance share on in-network independent lab services for
If you have a test coinsuyr'an ceo mental health/substance abuse.
Imaging (CT/PET : : For a test in a provider's office or clinic, your cost is
scans, MRIs) M 20% coinsurance | 40% coinsurance | iy deq in the cost-share listed above.
Tier 1 N/A $15 copay per $15 copay per Refer to your Blue Rx Value Plus Drug List to
prescription prescription determine the tier that applies to a covered drug.
If you need $30 For out-of-network prescription drugs, you may be
: copay per $30 copay per )
Jous finessor . prescrpfon__| presorpion____| 39070 IS ) oo
condition Tier 3 N/A $50 copay per $50 copay per 2 copays for 90-day supply (mail order).
prescription prescription Specialty drugs are covered only when obtained
More information through the CVS Specialty Pharmacy Program.
about Specialty drugs on the PrudentRx drug list (found at
prescription Wellmark.com) will have 30% coinsurance. If you
drug coverage is $85 enroll with PrudentRx, you will have $0 member
at Specialty drugs N/A c_q;%y per Not covered cost-share for drugs on the PrudentRx drug list.
www.wellmark.co e See wellmark.com/prescriptions for information
m/prescriptions. about drugs and drug quantities that require prior
authorization by Wellmark to be covered by your
plan.
Facility fee (e.g., . . .
. . Copay applies to services received from both
El}’tg:t'i]::te 2$Egl?tory surgery | N/A 20% coinsurance | 40% coinsurance | g i and physician combined.
surgery Physician/surgeon N/A T T enm—— Copay applies to services received from both

facility and physician combined.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May

Need

What You Will
Pay
Your Designated
Personal Doctor
(DPD)
(You will pay the

What You Will
Pay
In-Network (IN)
Provider
(You will pay
more)

What You Will
Pay
Out-of-Network
(OON) Provider
(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

least)
For emergency medical conditions treated OON, it
. : is likely you may not be balance billed pursuant to
Emergency room care | NIA 20% coinsurance | 20% coinsurance the federal rules developed for implementation of
the No Surprises Act.
Waive cost-share on IN ambulance services for
If you need mental health/substance abuse. For covered non-
: : : emergent situations, OON ground ambulance
'r:’"egfgfte W N/A 20% coinsurance | 20% coinsurance | services are NOT reimbursed at the IN level. You
ET HEZROtEL o] may be balance billed for any OON service as
established under the rules developed for
implementation of the No Surprises Act.
$25 copay for
Urgent care N/A facility and 40% coinsurance | Copay applies per date of service.
physician
combined
GG Egggiittﬁfffoﬁ)g” N/A 20% coinsurance | 40% coinsurance | ------ None------
h H I « s
ospital stay %@:'Cﬂ/ surgeon N/A 20% coinsurance | 40% coinsurance | ------ None------
If you need Office: $25 copay
mental health, Outpatient services N/A Facility: 20% 40% coinsurance | Copay applies per date of service.
behavioral coinsurance
health, or
substance abuse | |npatient services N/A 20% coinsurance | 40% coinsurance | ------ None------
services

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will |~ what You Will | What You Wil
4 Pay Pay

Common Services You May | YourDesignated | - oo (IN) | Out-of-Network Limitations, Exceptions, & Other Important

Need einalioee Provider (OON) Provider Information

(DPD) (You will i
) pay (You will pay the
(You \fglalsr:)ay the more) most)

Medical Event

Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound).
Cost sharing does not apply for prev services. For
any IN services that fall outside of routine obstetric
care, the office visit benefits shown above may
apply.

Benefits shown reflect OB/GYN practitioner
services which are typically globally billed at time of
delivery for pre-natal, post-natal and delivery
services.

Combined with
Office visits N/A practitioner 40% coinsurance
20% coinsurance

If you are

pregnant . . Combined with
s -
P 20% coinsurance

Childbirth/delivery . .
facility services N/A 20% coinsurance | 40% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will
Pay

Services You May Your Designated
Need Personal Doctor

(DPD)
(You will pay the
least)

What You Will What You Will
Pay Pay
In-Network (IN) Out-of-Network

Provider (OON) Provider
(You will pay (You will pay the
more) most)

Common

Limitations, Exceptions, & Other Important

Medical Event Information

Home health care

N/A

20% coinsurance

40% coinsurance

Waive cost-share on in-network home health
services for mental health/substance abuse.

Office: $25 PCP/

check-up

i(S)OaNone-r c?aFt)e of $25 copay per date of service applies to in-network
Rehabilitation services | N/A g%ep 40% coinsurance | Physical and Occupational Therapists and Speech
Facility: 20% Language Pathologists.
If you need help —comsurance
recovering or $(?5ﬁ(l)cl?l: $2P5CPFE:P/
have other on- $25 copay per date of service applies to in-network
speglal health Habilitation services | N/A g{rﬁgeper date of 40% coinsurance | Physical and Occupational Therapists and Speech
needs Facility: 20% Language Pathologists.
coinsurance
Skilled nursing care | N/A 20% coinsurance | 40% coinsurance | ------ None------
Durable medical : : Waive cost-share for in-network services for mental
equibment N/A 20% coinsurance | 40% coinsurance health/substance abuse.
: : : : Hospice respite care is limited to 15 inpatient and
Hospice services N/A 20% coinsurance | 40% coinsurance 15 outpatient days per lifetime.
. e Children’s eye exam | N/A Not covered Not covered |- None------
your chi - e mlaccac  INIA I Netervared I Net ;e Nene
T Ch!Idrenys glasses N/A Not covered Not covered None
SO Children’s dental N/A Not covered Not covered | - Nong------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

* Acupuncture * Routine eye care - Adult

* Cosmetic surgery * Routine foot care

* Custodial care - in home or facility * Some pharmacy drugs are not covered
* Dental care - Adult * Weight loss programs

* Extended home skilled nursing
* Hearing aids
* Long-term care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

* Applied Behavior Analysis therapy short term intermittent home skilled nursing
* Bariatric surgery

* Chiropractic care

* Infertility treatment ($15,000 LTM)

* Most coverage provided outside the U.S.

* Private-duty nursing -

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242 or the lowa Insurance Division at 515-654-6600.

Does this plan provide_ Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Wellmark Health Plan of Iowa, Inc. is an independent licensee of the Blue Cross and Blue Shield Association.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital

delivery)
m The plan's overall deductible $4,000
m PCP copayment $20
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's type 2 Diabetes
(a years of routine in-network care of a well-
controlled condition)

m The plan's overall deductible $4,000
m Specialist copayment $50
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

(in-network emergency room visit and follow up care)

m The plan's overall deductible $4,000
m Specialist copayment $50
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $4,000 Deductibles $100 Deductibles $700
Copayments $10  Copayments $1,200  Copayments $300
Coinsurance $900  Coinsurance $10  Coinsurance $200
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0
The total Peg would pay is $4,970 | | The total Joe would pay is $1,330 | | The total Mia would pay is $1,200

Claim examples calculate benefits as if services are provided by your Designated PCP.

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Wellmark.

Wellmark Language Assistance

Discrimination is against the law

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. Wellmark does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

Wellmark

» Provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

» Provides free language assistance services to people
whose primary language is not English, which may include:

- Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 800-524-9242.

If you believe that Wellmark has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand Avenue, Station 3E417, Des Moines, IA
50309-2901, 515-376-6500, TTY 888-781-4262, Fax 515-376-9055, Email CRC@Wellmark.com. You can file a grievance in person or by

mail, fax, or email. If you need help filing a grievance, the Wellmark Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,

available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/lindex.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o0 al (TTY: 888-781-4262).

AR MREHEBEE, RONTEENERMESHIRS. HERT
800-524-9242 =, (WTREE 4 : 888-781-4262),

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro ngdn ngi» mién phi cé
sé&n cho quy vi. Xin hay lién hé 800-524-9242 hoac (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostec¢ena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfiigung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
8 Joai) Aol ey salll sacbusall chlodd ol 55 Liild Ay jall Aalll Caaas i€ 1Y) cagis
(YIYEIAVAAA - aill Canlgdl daad) 5 YEYA_EYO_u WA

So000c89%al%, wI29990 H9t19ND: WoNBITHTNIVOLIVEoLFo VWD
Yovdiaoer § 800-524-9242 Gadis. (TTY: 888-781-4262.)

Fol. #0] B ALSSHAIE P, 2.2 210f X2 AUIAE Ol
% Ql&LICH 800-524-92428 FE= (TTY: 888-781-4262)#C 2 Q42t5]
FAAL.

ST T © 3T AT AT fBeal 2, a7 3aeh forw oy Jgrar 44, e
IqTedr 81 800-524-9242 9% HY F3 AT (TTY: 888-781-4262)!

ATTENTION: Si vous parlez francais, des services d’assistance
dans votre langue sont a votre disposition gratuitement. Appelez le
800 524 9242 (ou la ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: vnaaiya g 15fu3nsmomdanunmamiuautag bide
Al finna 800-524-9242 wia (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

0)%?:39’5&'9—§@S(‘7’)0%1(‘0@8(‘/%8.(73]803?e'L0110}8(’9:03?eICY)@?).C\)'\CD:D?)C\)TSUR:CQ).Z%SC\)T§8ﬁc€1.ab:(r$]:a?
ooo—3Jg—@J9Jgsoog?(TTYZoom—qoo—gﬁj)mc@ﬁ_

BHUMAHWE! Ecnu Baw poaHON A3bIK pyCCKMIA, BaM MOTYT 6bITb
npegocTaBneHbl 6ecnnatHble nepesBogyeckue ycnyru. Obpalanitecb
800-524-9242 (tenetann: 888-781-4262).

ATALT: TR TUTE AITAT Frodges WA, TATEHT ATHN 7:9[7F FTHT qT9T TETFAT
FATEE ITAH TTE | 800-524-9242 AT (TTY: 888-781-4262) AT 7¥TH
T |

09AAN.S> h9CTF 02974 NP1 8k A7H h7A7NF7F NN&S 191 378 v
1 800-524-9242 wQgP (NTTY: 888-781-4262) S.00-\~ §§) 7L

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin
(TTY: 888-781-4262) quunnamaa.

YBATA! Akwio BM po3MOBRsieTe YKpaiHCbKOO MOBOIO, ANS BaC AOCTYMHI
6e3KOLUTOBHI NOCNyr1n MOBHOI NiATPUMKK. 3aTenedoHynTe 3a HOMEPOM
800-524-9242 abo (tenetaiin: 888-781-4262).

Ge": Diné k’ehji yanitti‘go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahold. Kojj’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.

M-2318376 10/24 A


mailto:CRC%40Wellmark.com?subject=
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Welimark.

Health Plan of lowa

Coverage Period: 07/01/2025 - 06/30/2026
Coverage for: Single & Family | Plan Type: POS HDHP

lowa Education Benefits Program Plan C HDHP POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

\ Important Questions

What is the overall
deductible?

H Answers
In-Network (IN) Provider: $6,350

person/$12,700 family per calendar
year.

H Why this Matters:

Generally, you must pay all the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family
member must meet their own individual deductible until the total amount of deductible
expenses paid by all family members meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Yes. Well-child care and preventive care
are covered before you meet your
deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at www.healthcare.gov/coverage/preventive-
care-benefits/.

Are there other deductibles
for specific services?

No. There are no other deductibles.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

In-Network (IN) Provider: $6,350
person/$12,700 family per calendar
year.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Premiums, balance-billed charges, and
health care this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Will you pay less if you use
a network provider?

Yes. See www.wellmark.com or call 1-
800-524-9242 for a list of network

providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider's charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to see
a specialist?

No.

You can see the specialist you choose without a referral.
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‘i All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May

Need

Primary care visit to
treat an injury or
iliness

What You Will

Pay

Your Designated

PCP

(You will pay the

least)

0% coinsurance

What You Will

Pay

In-Network (IN)

Provider

(You will pay

more)

0% coinsurance

What You Will

Pay

Out-of-Network
(OON) Provider
(You will pay the

most)

0% coinsurance

Limitations, Exceptions, & Other Important
Information

For this_plan you must select a Designated Primary
Care Provider (PCP). PCP provider types can be
found in the What You Pay section of your_plan
document.

Applies to providers other than your designated

Eé‘i;’hws't a Specialist visit N/A 0% coinsurance 0% coinsurance personal doctor. Hearing exams are covered
care provider's according to ACA guidelines.
office or clinic One preventive exarr pgr calende\r/ %?akll(gne .
Preventive care/ mammogram per calendar year. Well-child care is
T O/ ~ni covered to age 7. You may have to pay for services
m{ion No charge No charge 0% coinsurance | hat aren't preventive. Ask your provider if the
services needed are preventive. Then check what
your_plan will pay for.
Elig]o gc\xsgirck)test (x-ray, N/A 0% coinsurance 0% coinsurance | === None------
If you have a test imagina (CT/PET
sT:r?én?\/l(Rl 5) N/A 0% coinsurance 0% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Wil What You Wil What You Wil
Pay Pay Pay
Common Services You May | Your Designated | In-Network (IN) Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Need PCP Provider (OON) Provider Information
(You will pay the (You will pay (You will pay the
least) more) most)

Refer to your Blue Rx Value Plus Drug List to

Tier 1 N/A 0% coinsurance Not covered . . .
determine the tier that applies to a covered drug.
, . You pay the discounted cost of your prescription
Tier 2 N/A 0% coinsurance | Not covered drugs until your overall deductible is met.
If you need Tier 3 N/A 0% coinsurance | Not covered 30-day supply for prescription drugs.

drugs to treat
your illness or
condition

90 day prescription maximum.

Specialty drugs are covered only when obtained
More information through the CVS Specialty Pharmacy Program.
about . .

_— Specialty drugs on the PrudentRx drug list (found at
iﬁi‘;‘&t"&—‘:g " Wellmark.com) will have 30% coinsu$rance. If you
arug coverage ; % eni enroll with PrudentRx, you will have $0 member
al SEREOIUES A 0% colnsurance NERIEE cost-share for drugs on the PrudentRx drug list

W once your deductible is met.
See wellmark.com/prescriptions for information

about drugs and drug quantities that require prior
authorization by Wellmark to be covered by your

plan.
Facility fee (e.g.,
If you have ambulatory surgery N/A 0% coinsurance 0% coinsurance | ------ None------
outpatient center)
strgery E—@:'Cﬂ/ surgeon N/A 0% coinsurance 0% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common

Medical Event

Services You May
Need

What You Will
Pay

Your Designated

PCP

(You will pay the

least)

What You Will
Pay

In-Network (IN)

Provider
(You will pay
more)

What You Will
Pay

Out-of-Network
(OON) Provider
(You will pay the

most)

Limitations, Exceptions, & Other Important
Information

For emergency medical conditions treated out-of-
network, it is likely you may not be balance billed

facility services

0 i 0 i
Emergency room care | NiA 0% coinsurance 0% coinsurance pursuant to the federal rules developed for
implementation of the No Surprises Act.
:‘:nyggdr;:fed For covered non-emergent situations, out-of-
medical network ground ambulance services are NOT
: Emergency medical V. o V. o reimbursed at the in-network level. You may be
aitention transportation N/A 0% coinsurance 0% coinsurance balance billed for any out-of-network service as
established under the rules developed for
implementation of the No Surprises Act.
Urgent care N/A 0% coinsurance 0% coinsurance | ------ None------
GG Egglpl)liiglf?c?o(rﬁ)g” N/A 0% coinsurance 0% coinsurance | ----- None------
hospital sta ici . .
P y re—gw/ surgeon N/A 0% coinsurance 0% coinsurance | ------ None------
If you need Outpatient services N/A 0% coinsurance 0% coinsurance | ------ None------
mental health,
behavioral
health, or Inpatient services N/A 0% coinsurance | 0% coinsurance | - None------
bst b
substance abuse
services
Maternity care may include tests and services
Office visits N/A 0% coinsurance 0% coinsurance described elsewhere in the SBC (i.e. ultrasound).
Cost sharing does not apply for preventive services.
If you are Benefits shown reflect OB/GYN practitioner
Childbirth/delivery O i O i services which are typically globally billed at time of
pregnant orofessional services | VA 0% coinsurance | 0% coinsurance delivery for pre-natal, post-natal and delivery
services.
Childbirin/delivery N/A 0% coinsurance 0% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will What You Will What You Will
Pay Pay Pay

Your Designated | In-Network (IN) Out-of-Network
Provider (OON) Provider
(You will pay (You will pay the

Limitations, Exceptions, & Other Important
Information

Common Services You May

Medical Event Need PCP
(You will pay the

least) more) most)
Home health care N/A 0% coinsurance 0% coinsurance | ------ None------
Rehabilitation services | N/A 0% coinsurance 0% coinsurance | ----- None------
:‘;lég“;er:_?:d gflp Habilitation services | N/A 0% coinsurance 0% coinsurance | ------ None------
have othe? Skilled nursing care N/A 0% coinsurance 0% coinsurance | ------ None------
zggggl health W N/A 0% coinsurance 0% coinsurance | ------ None------
. . 0/ i 0/ i Hospice respite care is limited to 15 inpatient and
Hospice services N/A 0% coinsurance 0% coinsurance 15 outpatient days per lifetime.
- o Children’s eye exam | N/A Not covered Notcovered |- None------
your chi - e nlaccae  INA I Nateavered I Net evered | Nane.
needs dental or Ch!Idren’s glasses N/A Not covered Not covered None
eye care gr?élglf$ps dental N/A Not covered Notcovered |- Nong------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

* Acupuncture * Routine eye care - Adult

* Cosmetic surgery * Routine foot care

* Custodial care - in home or facility * Some pharmacy drugs are not covered
* Dental care - Adult * Weight loss programs

* Extended home skilled nursing
* Hearing aids
* Long-term care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

* Applied Behavior Analysis therapy short term intermittent home skilled nursing
* Bariatric surgery

* Chiropractic care

* Infertility treatment (excludes some services)

* Most coverage provided outside the U.S.

* Private-duty nursing -

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242 or the lowa Insurance Division at 515-654-6600.

Does this plan provide_ Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It is not a contract or policy. It is a general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. In the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital

delivery)
m The plan's overall deductible $6,350
m PCP coinsurance 0%
m Hospital(facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's type 2 Diabetes
(a years of routine in-network care of a well-
controlled condition)

m The plan's overall deductible $6,350
m Specialist coinsurance 0%
m Hospital(facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

(in-network emergency room visit and follow up care)

m The plan's overall deductible $6,350
m Specialist coinsurance 0%
m Hospital(facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $6,350  Deductibles $1,200 Deductibles $2,800
Copayments $0  Copayments $0  Copayments $0
Coinsurance $0  Coinsurance $0  Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0
The total Peg would pay is $6,410 The total Joe would pay is $1,220 The total Mia would pay is $2,800

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Wellmark.

Wellmark Language Assistance

Discrimination is against the law

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. Wellmark does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

Wellmark

» Provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

» Provides free language assistance services to people
whose primary language is not English, which may include:

- Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 800-524-9242.

If you believe that Wellmark has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand Avenue, Station 3E417, Des Moines, IA
50309-2901, 515-376-6500, TTY 888-781-4262, Fax 515-376-9055, Email CRC@Wellmark.com. You can file a grievance in person or by

mail, fax, or email. If you need help filing a grievance, the Wellmark Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,

available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/lindex.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o0 al (TTY: 888-781-4262).

AR MREHEBEE, RONTEENERMESHIRS. HERT
800-524-9242 =, (WTREE 4 : 888-781-4262),

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro ngdn ngi» mién phi cé
sé&n cho quy vi. Xin hay lién hé 800-524-9242 hoac (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostec¢ena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfiigung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).
8 Joai) Aol ey salll sacbusall chlodd ol 55 Liild Ay jall Aalll Caaas i€ 1Y) cagis
(YIYEIAVAAA - aill Canlgdl daad) 5 YEYA_EYO_u WA

So000c89%al%, wI29990 H9t19ND: WoNBITHTNIVOLIVEoLFo VWD
Yovdiaoer § 800-524-9242 Gadis. (TTY: 888-781-4262.)

Fol. #0] B ALSSHAIE P, 2.2 210f X2 AUIAE Ol
% Ql&LICH 800-524-92428 FE= (TTY: 888-781-4262)#C 2 Q42t5]
FAAL.

ST T © 3T AT AT fBeal 2, a7 3aeh forw oy Jgrar 44, e
IqTedr 81 800-524-9242 9% HY F3 AT (TTY: 888-781-4262)!

ATTENTION: Si vous parlez francais, des services d’assistance
dans votre langue sont a votre disposition gratuitement. Appelez le
800 524 9242 (ou la ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: vnaaiya g 15fu3nsmomdanunmamiuautag bide
Al finna 800-524-9242 wia (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

0)%?:39’5&'9—§@S(‘7’)0%1(‘0@8(‘/%8.(73]803?e'L0110}8(’9:03?eICY)@?).C\)'\CD:D?)C\)TSUR:CQ).Z%SC\)T§8ﬁc€1.ab:(r$]:a?
ooo—3Jg—@J9Jgsoog?(TTYZoom—qoo—gﬁj)mc@ﬁ_

BHUMAHWE! Ecnu Baw poaHON A3bIK pyCCKMIA, BaM MOTYT 6bITb
npegocTaBneHbl 6ecnnatHble nepesBogyeckue ycnyru. Obpalanitecb
800-524-9242 (tenetann: 888-781-4262).

ATALT: TR TUTE AITAT Frodges WA, TATEHT ATHN 7:9[7F FTHT qT9T TETFAT
FATEE ITAH TTE | 800-524-9242 AT (TTY: 888-781-4262) AT 7¥TH
T |

09AAN.S> h9CTF 02974 NP1 8k A7H h7A7NF7F NN&S 191 378 v
1 800-524-9242 wQgP (NTTY: 888-781-4262) S.00-\~ §§) 7L

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin
(TTY: 888-781-4262) quunnamaa.

YBATA! Akwio BM po3MOBRsieTe YKpaiHCbKOO MOBOIO, ANS BaC AOCTYMHI
6e3KOLUTOBHI NOCNyr1n MOBHOI NiATPUMKK. 3aTenedoHynTe 3a HOMEPOM
800-524-9242 abo (tenetaiin: 888-781-4262).

Ge": Diné k’ehji yanitti‘go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahold. Kojj’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
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IMPORTANT INFORMATION - ELECTRONIC DISTRIBUTION NOTIFICATION:

Educational information about our benefit program, including certain documents as required by state and federal
regulations, are distributed to you electronically though our PlanSource online enrollment website. See the last
page of this manual for a list of documents and their significance. You may obtain a paper copy free of charge by
contacting your employer’s Human Resources personnel.

You can access the documents on the PlanSource Login page at https://benefits.plansource.com.

¢ On the left side select Documents and click on the “down arrow” and then Benefit Documents

e The next screen has all of the uploaded documents sorted by plan year and benefit. Select the year.

¢ Select the Compliance/Legal Notifications folder to review the required notices or select the benefit/coverage
to view Summaries of Benefits & Coverage (SBCs) and other benefit detail.

Compliance Notices/Legal Notifications

Notice of Privacy Practices explains how your health information is protected.
Medicare Part D Creditable Coverage Notices identify whether your prescription drug coverage under the
various plan offerings is at least as good as Medicare Part D prescription drug coverage.
o The following plans provide creditable coverage:

= Alliance Select $1,500 deductible plan

= Blue Choice $1,500 and $1,750 deductible plan

= Blue Choice $3,500 High Deductible Health Plan (HDHP)
Premium Assistance under Medicaid and the Children’s Health Insurance Program (CHIP) explains
potential state funded premium assistance for children of low-income families.
Women’s Health and Cancer Rights Act Notice (WHCRA) explains certain benefits that are provided as
required under the Women’s Health and Cancer Rights Act.
HIPAA Special Enroliment Rights Notice explains your right to enroll in coverage mid-year due to a HIPAA
qualifying event.
Section 125 Premium Pre-Tax Notice explains that eligible premiums are automatically deducted pre-tax.
Patient Protection Disclosure Notice explains the requirement to designate a primary care provider if you
choose to enroll in the Blue Choice $1,500, and $1,750 deductible plans or the $3,500 High Deductible
Health Plan.
Electronic Distribution Statement explains the electronic distribution of benefit enrollments and other
documents such as the Summary of Benefits and Coverage (SBC) and benefit booklets.
Exchange Notice provides information about the Marketplace and employer coverage

Benefit Summaries and Benefit Certificates (description of coverage):
e Summary of Benefits and Coverage (SBC) documents, benefit summaries, and coverage manuals for all of the
benefits: these documents provide details of each of the available benefits

If you (and/or your dependents) have Medicare or will become eligible for
Medicare in the next 18 months, this Federal law gives you more choices about
your prescription drug coverage. See the Medicare Part D Coverage Notices
posted on the Plan Source on-line enroliment system for more information.
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Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.
For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you
pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have guestions about enrolling in your employer plan, contact the Department of Labor
at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of January 31, 2024. Contact your State for more information
on eligibility —

ALABAMA — Medicaid ALASKA — Medicaid
Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program
Phone: 1-855-692-5447 Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@ MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS — Medicaid CALIFORNIA - Medicaid
Website: http://myarhipp.com/ Health Insurance Premium Payment (HIPP) Program
Phone: 1-855-MyARHIPP (855-692-7447) Website:

http://dhcs.ca.gov/hipp
Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov

COLORADO - Health First Colorado FLORIDA — Medicaid
(Colorado’s Medicaid Program) & Child Health
Plan Plus (CHP+)
Health First Colorado Website: Website:
https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
Health First Colorado Member Contact Center: y.com/hipp/index.html
1-800-221-3943/State Relay 711 Phone: 1-877-357-3268

CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442
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GEORGIA - Medicaid ‘ INDIANA — Medicaid

GA HIPP Website: https://medicaid.georgia.gov/health- Healthy Indiana Plan for low-income adults 19-64
insurance-premium-payment-program-hipp Website: http://www.in.gov/fssa/hip/

Phone: 678-564-1162, Press 1 Phone: 1-877-438-4479

GA CHIPRA Website: All other Medicaid
https://medicaid.georgia.gov/programs/third-party- Website: https://www.in.gov/medicaid/

liability/childrens-health-insurance-program-reauthorization- Phone: 1-800-457-4584

act-2009-chipra
Phone: 678-564-1162, Press 2

IOWA — Medicaid and CHIP (Hawki) KANSAS — Medicaid
Medicaid Website: Website: https://www.kancare.ks.gov/
https://dhs.iowa.gov/ime/members Phone: 1-800-792-4884
Medicaid Phone: 1-800-338-8366 HIPP Phone: 1-800-967-4660

Hawki Website:

http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563

HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-
a-to-z/hipp

HIPP Phone: 1-888-346-9562

KENTUCKY - Medicaid LOUISIANA — Medicaid

Kentucky Integrated Health Insurance Premium Payment Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Program (KI-HIPP) Website: Phone: 1-888-342-6207 (Medicaid hotline) or
https://chfs.ky.gov/agencies/dms/member/Pages/Kihipp.aspx 1-855-618-5488 (LaHIPP)

Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@Kky.gov
KCHIP Website: https://kynect.ky.gov
Phone: 1-877-524-4718

Kentucky Medicaid Website:
https://chfs.ky.gov/agencies/dms

MAINE — Medicaid ‘ MASSACHUSETTS — Medicaid and CHIP
Enrollment Website: Website: https://www.mass.gov/masshealth/pa
https://www.mymaineconnection.gov/benefits/s/?language=en | Phone: 1-800-862-4840
us TTY: 711
Phone: 1-800-442-6003 Email: masspremassistance@accenture.com

TTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740

TTY: Maine relay 711

MINNESOTA — Medicaid ‘ MISSOURI — Medicaid
Website: Website:
https://mn.gov/dhs/people-we-serve/children-and- http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
families/health-care/health-care-programs/programs-and- Phone: 573-751-2005

services/other-insurance.jsp
Phone: 1-800-657-3739

MONTANA — Medicaid \ NEBRASKA — Medicaid

Website: Website: http://www.ACCESSNebraska.ne.gov
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP Phone: 1-855-632-7633

Phone: 1-800-694-3084 Lincoln: 402-473-7000

Email: HHSHIPPProgram@mt.gov Omaha: 402-595-1178
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http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
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http://www.accessnebraska.ne.gov/

NEVADA — Medicaid NEW HAMPSHIRE - Medicaid

Medicaid Website: http://dhcfp.nv.gov Website: https://www.dhhs.nh.gov/programs-
Medicaid Phone: 1-800-992-0900 services/medicaid/health-insurance-premium-program

Phone: 603-271-5218
Toll free number for the HIPP program: 1-800-852-3345, ext.

5218
NEW JERSEY — Medicaid and CHIP NEW YORK — Medicaid
Medicaid Website: Website: https://www.health.ny.gov/health care/medicaid/
http://wwwv.state.nj.us/humanservices/ Phone: 1-800-541-2831

dmabhs/clients/medicaid/

Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

NORTH CAROLINA - Medicaid NORTH DAKOTA - Medicaid

Website: https://medicaid.ncdhhs.gov/ Website: https://www.hhs.nd.gov/healthcare
Phone: 919-855-4100 Phone: 1-844-854-4825
OKLAHOMA - Medicaid and CHIP OREGON - Medicaid and CHIP

Website: http://www.insureoklahoma.org Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-888-365-3742 Phone: 1-800-699-9075

PENNSYLVANIA — Medicaid and CHIP RHODE ISLAND - Medicaid and CHIP
Website: Website: http://www.eohhs.ri.gov/
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP- Phone: 1-855-697-4347, or
Program.aspx 401-462-0311 (Direct Rlte Share Line)

Phone: 1-800-692-7462
CHIP Website: Children's Health Insurance Program (CHIP)

( Qa.gov[
CHIP Phone: 1-800-986-KIDS (5437)

SOUTH CAROLINA — Medicaid SOUTH DAKOTA - Medicaid
Website: https://www.scdhhs.gov Website: http://dss.sd.gov
Phone: 1-888-549-0820 Phone: 1-888-828-0059

TEXAS — Medicaid UTAH — Medicaid and CHIP
Website: Health Insurance Premium Payment (HIPP) Medicaid Website: https://medicaid.utah.gov/
Program | Texas Health and Human Services CHIP Website: http://health.utah.gov/chip
Phone: 1-800-440-0493 Phone: 1-877-543-7669
VERMONT- Medicaid VIRGINIA — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Program | Website: https://coverva.dmas.virginia.gov/learn/premium-
| Department of Vermont Health Access assistance/famis-select
Phone: 1-800-250-8427 https://coverva.dmas.virginia.gov/learn/premium-

assistance/health-insurance-premium-payment-hipp-programs

Medicaid/CHIP Phone: 1-800-432-5924

WASHINGTON — Medicaid WEST VIRGINIA — Medicaid and CHIP
Website: https://www.hca.wa.gov/ Website: https://dhhr.wv.gov/bms/
Phone: 1-800-562-3022 http://mywvhipp.com/

Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)
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https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
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https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
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https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
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https://www.hca.wa.gov/
https://dhhr.wv.gov/bms/
http://mywvhipp.com/

WISCONSIN — Medicaid and CHIP WYOMING - Medicaid

Website: Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm https://health.wyo.gov/healthcarefin/medicaid/programs-and-
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since January 31, 2024, or for more information on
special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and
displays a currently valid OMB control humber, and the public is not required to respond to a collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.

OMB Control Number 1210-0137 (expires 1/31/2026)
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If you (and/or your dependents) have Medicare or will become eligible for Medicare
in the next 12 months, this Federal law gives you more choices about your

prescription drug coverage. See below for more information.
Applies to the $1,500 PPO plan, the $1,500 and $1,750 POS plans, and the $3,500 POS HDHP.

Medicare Part D Creditable Coverage
Important Notice from LOUISA-MUSCATINE CSD About
Your Prescription Drug Coverage and

Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with LOUISA-MUSCATINE CSD and about your options under
Medicare’s prescription drug coverage. This information can help you decide whether or not you want
to join a Medicare drug plan. If you are considering joining, you should compare your current coverage,
including which drugs are covered at what cost, with the coverage and costs of the plans offering
Medicare prescription drug coverage in your area. Information about where you can get help to make
decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get
this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an
HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard
level of coverage set by Medicare. Some plans may also offer more coverage for a higher monthly
premium.

2. LOUISA-MUSCATINE CSD has determined that the prescription drug coverage offered by the LOUISA-
MUSCATINE CSD plan is, on average for all plan participants, expected to pay out as much as standard
Medicare prescription drug coverage pays and is therefore considered Creditable Coverage. Because
your existing coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium
(a penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October
15th to December 7th.

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will
also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.

What Happens to Your Current Coverage If You Decide to Join a Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current LOUISA-MUSCATINE CSD coverage will not be
affected.

If you do decide to join a Medicare drug plan and drop your current LOUISA-MUSCATINE CSD coverage, be
aware that you and your dependents may not be able to get this coverage back.

CMS Form 10182-CC
OMB Control # 0938-0990 Updated April 1, 2011
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When Will You Pay A Higher Premium (Penalty) To Join a Medicare Drug Plan?

You should also know that if you drop or lose your current coverage with LOUISA-MUSCATINE CSD and don’t
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher
premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium
may go up by at least 1% of the Medicare base beneficiary premium per month for every month that you did
not have that coverage. For example, if you go nineteen months without creditable coverage, your premium
may consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay
this higher premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may
have to wait until the following October to join.

For More Information About This Notice or Your Current Prescription Drug Coverage...

Contact the person listed below for further information. NOTE: You’ll get this notice each year to refer to
during the next period you can join a Medicare drug plan, and if this coverage through LOUISA-MUSCATINE
CSD changes. You also may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare &
You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be
contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:
e Visit www.medicare.gov
e Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone number) for personalized help
e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is
available. For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or
call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug
plans, you may be required to provide a copy of this notice when you join to show whether or not
you have maintained creditable coverage and, therefore, whether or not you are required to pay a
higher premium (a penalty).

Date: 5/01/2025
Name of Sender/Entity: LOUISA-MUSCATINE CSD
Address: 14478 170 Street, Letts, IA 52754
Phone Number: 319-726-3541
Contact--Position/Office: Human Resources
CMS Form 10182-CC
OMB Control # 0938-0990 Updated April 1, 2011
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Our Company’s Pledge to You

We are required by applicable federal and state law to inform you of our privacy practices and our legal
obligations regarding your protected health information under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA). The notice also explains the privacy rights you and your family members have as participants
of the Plan. It is effective on 9/23/13.

The Plan often needs access to your protected health information in order to provide payment for health services
and perform plan administrative functions. We want to assure the participants covered under the Plan that we
comply with federal privacy laws and respect your right to privacy. We require all members of our workforce and
third parties that are provided access to protected health information to comply with the privacy practices
outlined below.

Protected Health Information

Your protected health information is protected by the HIPAA Privacy Rule. Generally, protected health
information is information that identifies an individual created or received by a health care provider, health plan
or an employer on behalf of a group health plan that relates to physical or mental health conditions, provision of
health care, or payment for health care, whether past, present or future.

How We May Use Your Protected Health Information

Under the HIPAA Privacy Rule, we may use or disclose your protected health information for certain purposes
without your permission. This section describes the ways we can use and disclose your protected health
information.

Payment. We use or disclose your protected health information without your written authorization in order to
determine eligibility for benefits, seek reimbursement from a third party, or coordinate benefits with another
health plan under which you are covered. For example, a health care provider that provided treatment to you will
provide us with your health information. We use that information in order to determine whether those services
are eligible for payment under our group health plan.

Health Care Operations. \We use and disclose your protected health information in order to perform plan
administration functions such as quality assurance activities, resolution of internal grievances, and evaluating plan
performance. For example, we review claims experience in order to understand participant utilization and to
make plan design changes that are intended to control health care costs.

However, we are prohibited from using or disclosing protected health information that is genetic information for
our underwriting purposes.

Treatment. Although the law allows use and disclosure of your protected health information for purposes of
treatment, as a health plan we generally do not need to disclose your information for treatment purposes. Your
physician or health care provider is required to provide you with an explanation of how they use and share your
health information for purposes of treatment, payment, and health care operations.

As permitted or required by law. We may also use or disclose your protected health information without your
written authorization for other reasons as permitted by law. We are permitted by law to share information,
subject to certain requirements, in order to communicate information on health-related benefits or services that
may be of interest to you, respond to a court order, or provide information to further public health activities (e.g.,
preventing the spread of disease) without your written authorization. We are also permitted to share protected
health information during a corporate restructuring such as a merger, sale, or acquisition. We will also disclose

58



health information about you when required by law, for example, in order to prevent serious harm to you or
others.

Pursuant to your Authorization. When required by law, we will ask for your written authorization before using or
disclosing your protected health information. Uses and disclosures not described in this notice will only be made
with your written authorization. Subject to some limited exceptions, your written authorization is required for the
sale of protected health information and for the use or disclosure of protected health information for marketing
purposes. If you choose to sign an authorization to disclose information, you can later revoke that authorization
to prevent any future uses or disclosures.

To Business Associates. We may enter into contracts with entities known as Business Associates that provide
services to or perform functions on behalf of the Plan. We may disclose protected health information to Business
Associates once they have agreed in writing to safeguard the protected health information. For example, we may
disclose your protected health information to a Business Associate to administer claims. Business Associates are
also required by law to protect protected health information.

To the Plan Sponsor. We may disclose protected health information to certain employees for the purpose of
administering the Plan. These employees will use or disclose the protected health information only as necessary
to perform plan administration functions or as otherwise required by HIPAA, unless you have authorized
additional disclosures. Your protected health information cannot be used for employment purposes without your
specific authorization.

Your Rights

Right to Inspect and Copy. In most cases, you have the right to inspect and copy the protected health information
we maintain about you. If you request copies, we will charge you a reasonable fee to cover the costs of copying,
mailing, or other expenses associated with your request. Your request to inspect or review your health
information must be submitted in writing to the person listed below. In some circumstances, we may deny your
request to inspect and copy your health information. To the extent your information is held in an electronic health
record, you may be able to receive the information in an electronic format.

Right to Amend. If you believe that information within your records is incorrect or if important information is
missing, you have the right to request that we correct the existing information or add the missing information.
Your request to amend your health information must be submitted in writing to the person listed below. In some
circumstances, we may deny your request to amend your health information. If we deny your request, you may
file a statement of disagreement with us for inclusion in any future disclosures of the disputed information.

Right to an Accounting of Disclosures. You have the right to receive an accounting of certain disclosures of your
protected health information. The accounting will not include disclosures that were made (1) for purposes of
treatment, payment or health care operations; (2) to you; (3) pursuant to your authorization; (4) to your friends or
family in your presence or because of an emergency; (5) for national security purposes; or (6) incidental to
otherwise permissible disclosures.

Your request to for an accounting must be submitted in writing to the person listed below. You may request an
accounting of disclosures made within the last six years. You may request one accounting free of charge within a
12-month period.

Right to Request Restrictions. You have the right to request that we not use or disclose information for
treatment, payment, or other administrative purposes except when specifically authorized by you, when required
by law, or in emergency circumstances. You also have the right to request that we limit the protected health
information that we disclose to someone involved in your care or the payment for your care, such as a family
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member or friend. Your request for restrictions must be submitted in writing to the person listed below. We will
consider your request, but in most cases are not legally obligated to agree to those restrictions.

Right to Request Confidential Communications. You have the right to receive confidential communications
containing your health information. Your request for restrictions must be submitted in writing to the person listed
below. We are required to accommodate reasonable requests. For example, you may ask that we contact you at
your place of employment or send communications regarding treatment to an alternate address.

Right to be Notified of a Breach. You have the right to be notified in the event that we (or one of our Business
Associates) discover a breach of your unsecured protected health information. Notice of any such breach will be
made in accordance with federal requirements.

Right to Receive a Paper Copy of this Notice. If this notice is provided electronically, you also have a right to
obtain a paper copy of this notice from us upon request. To obtain a paper copy of this notice, please contact the
person listed below.

Our Legal Responsibilities

We are required by law to maintain the privacy of your protected health information, provide you with this notice
about our legal duties and privacy practices with respect to protected health information and notify affected
individuals following a breach of unsecured protected health information.

We may change our policies at any time and reserve the right to make the change effective for all protective
health information that we maintain. In the event that we make a significant change in our policies, we will
provide you with a revised copy of this notice. You can also request a copy of our notice at any time. For more
information about our privacy practices, contact the person listed below.

If you have any questions or complaints, please contact:
Contact Office: | Human Resources - Shelley Sides
Name of Company: | Louisa-Muscatine CSD
Address: | 14478 170th Street, IA 52754
Phone Number: | 319-726-3541 Email Address: ‘ msides@staff.louisa-muscatine.k12.ia.us

Amendment and Certification

Amendment
This notice will serve as an amendment to our health insurance plan document to:
e Establish the permitted and required uses and disclosures of PHI by us and
e Provide that the group health plan will disclose PHI to us only upon receipt of a certification that the plan
documents have been amended to incorporate the required provisions and that we agree to comply with
privacy regulations.

Certification

We hereby certify that the plan document of our Group Health Plan has been amended to comply with the
requirements of 45 Code of Federal Regulations 164.504(f)(2). The amendment provides the required assurance
that the we will appropriately safeguard and limit the use and disclosure of the Group Health Plan participants’
protected health information that the we may receive from the Group Health Plan or from the Insurance Carrier
to perform the plan administration functions.

Complaints

If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about
access to your records, you may contact the person listed above. You also may send a written complaint to the
U.S. Department of Health and Human Services — Office of Civil Rights. The person listed above can provide you
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with the appropriate address upon request or you may visit www.hhs.gov/ocr for further information. You will not
be penalized or retaliated against for filing a complaint with the Office of Civil Rights or with us.

This form does not constitute legal advice and is provided "as is." This form is based upon current federal law and is subject to change based

upon changes in federal law or subsequent interpretive guidance. This form must be modified to reflect the user's privacy practices and its
state law where the state law is more stringent.

61


http://www.hhs.gov/ocr
http://www.hhs.gov/ocr

PATIENT PROTECTION DISCLOSURE

The Blue Choice $1500, and $1750 Deductible Plans, and the Blue Choice $3500
High Deductible Plan (HDHP) requires the designation of a primary care provider.
You have the right to designate any primary care provider who participates in our
network and who is available to accept you or your family members. For children, you
may designate a pediatrician as the primary care provider. In order to designate a
primary care provider, you can register at myWellmark.com to designate one online,
or call Wellmark Customer Service, or complete it online when enrolling electronically.

You do not need consent from the insurance carrier/TPA or from any other person
(including a primary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in our network who specializes in
obstetrics or gynecology. The health care professional, however, may be required to
comply with certain procedures, including obtaining prior authorization or pre-
certification for certain services, following a pre-approved treatment plan or case
management plan, or procedures for making referrals. For a list of participating health
care professionals who specialize in obstetrics or gynecology, call the number on your ID
card or visit the plan’s website.
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WOMEN’S HEALTH AND CANCER RIGHTS ACT NOTICE (WHCRA)

Did you know that your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides benefits
for mastectomy-related services including reconstruction and surgery to achieve symmetry between the breasts,
prostheses, and complications resulting from a mastectomy (including lymphedema). Call your health insurance
carrier at the telephone number listed on your Identification Card for more information.

HIPAA SPECIAL ENROLLMENT RIGHTS NOTICE
FOR HEALTH (MEDICAL) INSURANCE

If you are declining health insurance enrollment for yourself or your dependents (including your spouse) because
of other health insurance or group health plan coverage, you may be able to enroll yourself or your dependents in
this plan if you or your dependents lose eligibility for the other coverage (or if the employer stops contributing
toward your or your dependent’s other coverage). However, you must request enrollment within 30 days after
your or your dependents other coverage ends (or after the employer stops contributing toward the other
coverage). In addition, if you have a new dependents as a result of marriage, birth, adoption or placement for
adoption, you may be able to enroll yourself and your dependents. However, you must request enrollment within
30 days after the marriage or within 60 days of birth, adoption or placement for adoption. Additionally, you must
enroll within 60 days after you lose eligibility for coverage under Medicaid or CHIP or become eligible for
Medicaid or CHIP premium assistance. To request special enrollment or obtain additional information, contact
Human Resources.

SECTION 125 PREMIUM PRE-TAX NOTICE

Each year you may choose to participate in or waive benefits. You will notify us of your intent by completing the
applicable enroliment forms. Your premiums for the benefits selected will automatically be deducted from your
salary on a pre-tax basis. Pre-tax means that Social Security (FICA) and other taxes will not be withheld on the
amount of your salary reduction.

Under the law, you cannot change or revoke your elections during the year unless you have a change in status
event such as a marriage, divorce, birth or adoption of a child, death of spouse or child, commencement or
termination of spouse or dependent’s employment affecting benefit eligibility, and other events listed in the
applicable plan documents.

Your pre-tax deduction will automatically terminate if the applicable plan is terminated or discontinued, or if you
cease to receive compensation from the employer which is at least equal to the amount of that deduction. The
Plan Administrator may reduce or otherwise modify this agreement in the event she/he believes it advisable in
order to satisfy certain provisions of the law.
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509A.13 Continuation of Group Insurance

If a governing body, a county board of supervisors, or a city council has procured for its
employees accident, health, or hospitalization insurance, or a medical service plan, or has
contracted with a health maintenance organization authorized to do business in this state, the
governing body, county board of supervisors, or city council shall allow its employees who
retired before attaining sixty-five years of age to continue participation in the group plan or
under the group contract at the employee's own expense until the employee attains sixty-five
years of age.

This section applies to employees who retired on or after January 1, 1981.
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Health Insurance Marketplace Coverage Form Approved
OMB No. 1210-0149

Options and Your Health Coverage (expires 12-31-2026)

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the
Health Insurance Marketplace (“"Marketplace”). To assist you as you evaluate options for you and your family, this notice
provides some basic information about the Health Insurance Marketplace and health coverage offered through your
employment.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

Can | Save Money on my Health Insurance Premiums in the
Marketplace?

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum
value standards (discussed below). The savings that you're eligible for depends on your household income. You may also
be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a
tax credit, and advance payments of the credit that lowers your monthly premium, or a reduction in certain cost-sharing, if
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet
minimum value standards. If your share of the premium cost of all plans offered to you through your employment is more
than 9.122%?* of your annual household income, or if the coverage through your employment does not meet the "minimum
value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family members does not
exceed 9.12% of the employee’s household income.*2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also,
this employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You
should consider all of these factors in determining whether to purchase a health plan through the Marketplace.

* Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.

2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the
planis no less than 6o percent of such costs. For purposes of eligibility for the premium tax credit, to meet the *minimum value standard,” the health plan must
also provide substantial coverage of both inpatient hospital services and physician services.
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When Can | Enroll in Health Insurance Coverage through the
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open
Enrollment varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment
Period. In general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as getting
married, having a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special
Enrollment Period type, you may have 6o days before or 60 days following the qualifying life event to enroll in a
Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of
the nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be
eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human
Services is offering a temporary Marketplace Special Enrollment period to allow these individuals to enroll in
Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of
Medicaid or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in
Marketplace coverage within 6o days of when you lost Medicaid or CHIP coverage. In addition, if you or your family
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date
to make sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health
plan), you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage.
Generally, you have 60 days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline
with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace

or applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details.

How Can | Get More Information?

For more information about your coverage offered through your employment, please check your health plan’s summary
plan description or contact: Shelley Sides 319-726-3541

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.
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PART B: Information About Health Coverage Offered by Your
Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to
correspond to the Marketplace application.

3. Employer name Louisa-Muscatine CSD 4. Employer Identification Number (EIN)

42-6037886

5. Employer address

6. Employer phone number
14478 170 Street

319-726-3541

7. City 8. State 9. ZIP code
Letts IA 52754

10. Who can we contact about employee health coverage at this job? Shelley Sides

11. Phone number (if different from above) 12. Email address msides@staff.louisa-muscatine.k12.ia.us

Here is some basic information about health coverage offered by this employer:
e Asyour employer, we offer a health plan to:
[] Allemployees. Eligible employees are:

[ Some employees. Eligible employees are:

Employees who work 30 or more hours per week.

e With respect to dependents:
[X] We do offer coverage. Eligible dependents are:

Spouse: domestic partner meeting eligibility criteria of the plan (unmarried domestic partners are not
covered), children to age 26, and children who are over age 26, unmarried, meet other eligibility

requirement of the plan and are either a full-time student or totally and permanently disabled, physically
or mentally.

] We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

*% Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount

through the Marketplace. The Marketplace will use your household income, along with other factors, to
determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to
week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed mid-
year, or if you have otherincome losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthly
premiums.

An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the
planis no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
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